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 N 000 Initial Comments  N 000

This was a home health state re-licensure survey.

Survey dates: July 8 - July 14, 2014

Facility #:  IN005327

Medicaid Vendor #: 100264230A 

Surveyor:  Nina Koch, RN, Public Health Nurse 

Surveyor

Unduplicated 12 month census: 1706

Records Reviewed:  20

Home visits: 10

Floyd Memorial Home Health Care was found to 

be in compliance with the Indiana rules for Home 

Health Agencies 410 IAC Article 17

Quality Review: Joyce Elder, MSN, BSN, RN

July 17, 2014
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